The otolaryngology residency application problem
The challenges of gaining acceptance to an otolaryngology residency are familiar not only to those of us in academics, but also to anyone who has tried to help a medical student gain entrance to one of our training programs. The pressures and cost of applying to otolaryngology residency are increasing, and the large number of applications submitted by each applicant makes it challenging for residency programs to figure out who is really interested in a specific institution.
In August 2016, Wong proposed a solution that involved organizing residency programs into consortia, based on similar characteristics such as geography and a supported research year. 1 Graboyes and Goebel offered commentary and critique on the same issue. 2 We can always count on Joel Goebel and his group for thoughtful insights, and this commentary is no exception.
Graboyes and Goebel enumerated potential problems with Wong's innovative suggestion. The critiques included bias that might be created in residency reputation based on exclusion from consortia, or self-exclusion from consortia by elite programs; bias against residents who applied but were not invited for interviews by consortia for early match (the consortia concept provided for early match, with those failing to match entering the current National Resident Matching Program [NRMP] match); problems in choosing meaningful criteria on which to base the aggregation of programs into consortia; challenges in selecting the best candidates for invitation to interview for a consortia match; and the likelihood that the NRMP would not allow such a system. Both Wong and his critics raise valid concerns, but the problems remain unsolved. The Society of University Otolaryngologists-Head and Neck Surgeons and the Association of Academic Departments of Otolaryngology-Head and Neck Surgery are sensitive to the problems facing our applicants and discuss them routinely. Electronic residency application service data revealed that there was a median of 46 applications per applicant in 2015. 3 Those data also revealed that in 2014, otolaryngology residency applicants who were members of Alpha Omega Alpha (AOA) submitted a median of 59 applications for otolaryngology residency, and in 2015 they submitted 63. Of all applicants, the median number in 2015 was 46 applications. The costs associated with each application include not only monitory requirements but also time and stress.
Suggestions for easing this situation have included limiting the number of applications permitted, 4 using standardized letters of recommendation, 5-7 guiding otolaryngology program directors to counsel students to apply to a carefully chosen group of 10 to 20 programs, 8, 9 and requiring that a portion of each personal statement include specific information about why the applicant is interested in that specific program. In my opinion, while all these suggestions have merit, they also have shortcomings.
For example, forcibly limiting the number of applications that an applicant is permitted to submit not only seems somewhat contrary to the basic principles of freedom of choice, but it also has potential disadvantages for both applicants and programs. Setting aside the difficulty of figuring out how to select the correct number of programs at which to set the limit, limiting the number of applications could potentially hurt not only weaker applicants, but also the strongest. Weaker applicants probably would be forced to eliminate most or all their "reach" programs. This would be troublesome not only for the applicants, but also for the programs.
We have all seen students who were not our best applicants on paper do so well on "away rotations" that they were accepted into and thrived in elite programs that no one would have predicted would take them. Not only have such training opportunities benefited the applicants, but the applicants also often have provided diversity that strengthened the programs. If the number of applications were limited, these applicants probably would not "waste" away rotations at programs that were unlikely to accept them.
Program directors and otolaryngology medical student advisors already should be advising applicants to focus on a relatively small number of programs that are their top choices, selected from programs at which they appear competitive. I advise my students to select their top 3 to 5 choices and an additional 10 to 15 at which they would be happy. However, while they choose their away rotations and focus their efforts on these programs, they all know there is no guarantee that they will be accepted to one of them, and they apply to many more. In the current system, I would not advise them to do otherwise. So, this approach alone will not decrease the number of applications.
Much can be said in favor of standardized letters of recommendation. However, although they have been discussed for several years, they have yet to be adopted uniformly in otolaryngology, and opinions and experiences in other specialties vary. [10] [11] [12] [13] Moreover, unless these standardized letters include or are supplemented by free-form commentary, much of the most valuable, personal information about applicants may not be conveyed well enough. In addition, it seems unlikely that this approach will reduce the number of applications per candidate.
Many applicants already have been writing paragraphs within their personal statements that are specific to each program, and now this is required. The requirement is reasonable. However, that paragraph is often pro forma, and it increases the amount of work they need to do to complete their 50 or 60 applications. Moreover, while program directors certainly read such statements, they also know they are being written for each program, and that may hamper the credibility of the program-specific paragraph. Also, there is no convincing evidence that adding this requirement will decrease the number of applications significantly. There also is a new requirement for an online survey that must be taken by all applicants, but its effect on the number of applications submitted is unknown.
So, we have medical students applying to an oppressive number of programs, and programs receiving a burdensome number of applications from which it is often difficult to cull applicants with a genuine interest in any specific institution. I do not have a perfect solution, but I have a thought for a simple approach that might help.
The matching program was instituted for good rea-sons, including protecting applicants from being placed under undue pressure. I am personally familiar with the old system. At the end of my first day of an away rotation at the Massachusetts Eye and Ear Infirmary, I received a phone call and was given 10 seconds to accept or decline a residency position at the University of Michigan. I accepted gratefully, but I would not have minded the option (which I requested and was denied) to defer that decision until I had spent a month at Harvard. Nevertheless, there seems to be room for a happy medium between the old, unregulated system and the current, richly regulated NRMP. For example, in college admissions, early-decision programs work well. Students who are accepted are spared the arduous task of applying to multiple colleges in which they are less interested, and colleges can select from applicants whom they know are committed to their institution. Applying early decision to one college has no demonstrated adverse effect on applications at other colleges; and people who are rejected during the early-decision process commonly are accepted to their early-decision school later during the regular application process.
While a similar early-application option for otolaryngology residency would not solve all our problems, it is a simple, time-tested approach that might help, especially if it were timed with an ample period between the decision and the match-application deadline, so that early-decision applicants would not have to fill out their 60 additional applications and wait to "push the button" in case they were rejected from their early-decision program.
Since there is so much academic precedent for early-decision models, it seems possible that the NRMP would be willing to discuss such an option, with the early-decision program either separate from and well before the match, or possibly administered through the match. If 20% of residency positions were filled by early decision, assuming many of these candidates would be AOA-level applicants, that would not only put those students into their first-choice programs and help programs fill with applicants who really want to be there, but it also would decrease by about 3,600 the number of applications through which other programs had to sift.
Early decision is only one simple, partial solution to our current problems. There are undoubtedly others. However, it seems clear that it is time for us to not just think about this issue, but also to act. We have recognized for years the difficulties that the current system poses for applicants and programs, and they are only getting worse. It is past time to start improving our system. We conducted a retrospective study to determine the success rate of initial fittings in digital hearing aid (DHA) users. We also addressed the implications of national health systems' continuing to provide access to these devices. We identified 1,597 consecutively presenting adults who had undergone a first fitting or a new fitting (i.e., an upgrade from an analogue hearing aid in the first or second ear) of a behind-the-ear DHA during the previous year. We further sought to identify all nominal reprogram appointments that had taken place within 6 months after the first or new fitting; we found 460 such appointments (28.8%). Of these, 419 appointments had been for typical reasons other than patient dissatisfaction with the fitting itself-for example, poor hearing, a further hearing loss, an uncomfortably loud hearing aid level, difficulty with speech in noise, an imbalance between bilateral hearing aids, and a faulty or lost hearing aid. Only 41 of the 1,597 first.... A titratable thermoplastic mandibular advancement devices (MAD) is clearly an effective treatment option in some patients with obstructive sleep apnea (OSA). Determining which patients may be more likely to respond to treatment with thermoplastic MADs and to adhere to treatment would be of obvious clinical relevance. This was an experimental descriptive study (N = 60). Patients with OSA were instructed to wear a titratable thermoplastic MAD for 3 months. Treatment success was defined as a ≥50% reduction from baseline in the apnea-hypopnea index (AHI) or AHI <10 when wearing MAD. Adherence was defined as MAD use ≥5 nights/week. Treatment was successful in 66.7% of patients and 60.0% were adherent. All polysomnographic parameters and visual analogue scale scores (sleep quality, snoring, waking refreshed) were significantly improved after treatment. The patients in whom treatment failed had significantly....
